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TO THE EDITORS:
We read with interest the article by Povoski et al. concerning the long-term follow-up of patients who had resections for colorectal cancer performed using antigendirected surgery. 1 The authors have been at the forefront of research into radioimmunoguided surgery (RIGS) for over 25 years and are to be congratulated on their work. This paper compared survival data for 93 patients who underwent antigen-directed surgery between 1992 and 1995 and found that those who had no detectable bound antibody remaining in the surgical field at the end of the procedure had a significant survival advantage over those who did.
The difference in survival between the TAG-72-positive and TAG-negative groups reached significance only for advanced-stage (III and IV) disease and only at the 10-and 15-year intervals. In the absence of precise data describing which patients had extra tissue removed or a change in operation as a direct result of TAG-72 detection, it cannot be concluded that RIGS was the causal factor of this difference. It may simply have identified those patients with tumour cells remaining but not affected the outcome. Considering adjuvant treatment is indicated in both groups anyway, it is difficult to see the technique being adopted on a large scale based on this premise.
We also found it interesting that 21 patients with earlystage (0, I, or II) disease showed TAG-72 positivity yet there was no difference in survival when compared with the TAG-72-negative group, even at 15 years. Although the numbers are small, this raises concerns about the accuracy of the system, particularly as normal colon is known to express the antigen. 2 We see the application of antigen-directed surgery in the modern management of colorectal cancer lying in identifying occult metastases that would indicate a need for adjuvant chemotherapy (i.e. upstaging stage II disease to stage III) or consideration for a more radical 'D3' resection, as described by Hoenberger et al. 3 Unfortunately it is not possible to evaluate the feasibility of this based on the data presented. With larger numbers of stage II patients this may become clearer.
